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DIPHTHERITIC WHITLOW.* 

BY J. D. ROLLESTON, M.D. 

A BOY, aged 5 years, was admitted to hospital on October 6th, 1915, 
with severe faucial diphtheria on the third day of disease. Twenty 
thousand units of antitoxin were given on admission, 16,000 on 
October 7th, and 12,000 on October 8th. The throat became clean 
on October 11th. An urticaria1 rash appeared at  the injection site 
on October 12th and persisted till October 15th. 

The same day the heart, hitherto normal, showed some left-sided 
dilatation and an  occasional extra-systole, and the child vomited. On 
October 16th triple rhythm developed, and the liver became enlarged. 
On November 2nd the voice became nasal. The following day a 
circinate rash appeared on the limbs. 

On November 4th, the thirty-second day of disea\se, he developed A 
transient right hemiplegia and aphasia., and on the same day the left  
index, middle, and ring fingers each showed a bulla on the terminal 
phalanx, the appearance presented being very similar to that caused 
by a burn. The voice remained nasal until November 29th, but no 
other nervous symptoms developed, aud when he was allowed up on 
December 3rd, the sixty-first day of disease, he was able to walk 
without support. I n  spite of a variety of local applications, such a s  
2 per cent. solution of iodine, fomentations, compresses of sodium 
citrate and sodium chloride, and iodoform, the lesions in the fingers 
showed little tendency to  heal. Profuse discharge occurred from the 
granulations that had formed after the bull= had been snipped. 
Sloughing took place, especially in the middle finger, and a greater 
part of the nail of the middle finger and some portion of the nail of 
the index became loosened and were removed. Subsequently a 
rudimentary nail formed on the middle finger just above the ordinary 
situation. 

Except when the fingers were dressed the child did not complain 
of any pain, and there was no rise of temperature nor any constitu- 
tional disturbance. 

* The case was shown at the Section for the Study of Disease in Children of 
the Royal Society of Medicine on March 24th, 1916. 
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No membrane was seen at any time, and the lesions were indis- 
tinguishhble from an ordinary severe whitlow. 

It was not until January 19th that the possibility of the lesions 
being diphtheritic occurred to me, and a culture was taken from the 
discharge of the middle finger. Numerous groups of diphtheria 
bacilli were found; 8000 units of antitoxin were injected and within 
a week the lesions, which had been in existence for two and a half 
months, had completely healed. 

The child contracted a severe attack of chicken-pox on January 26th, 
which necessitated his detention until March 13th. 

On his discharge from hospital on that day the left index, ring, and 
especially the middle finger, showed some deformity and ulnar deflec- 
tion of the terminal phalanges. There was marked limitation of 
movement of the terminal phalanges of the index and middle fingers, 
from which nearly all the nail had disappeared. 

The nail of the ring finger showed a deficiency on the ulnar side 
only. 

Diphtheria of the skin, secondary to diphtheria of the fauces, 
nose, and larynx, or other mucous membranes, though more frequent 
than primary cutaneous diphtheria, is by no means common nowa- 
days. 

In  a series of 2600 cases of diphtheria which were under my care 
at the Grove Hospital between 1902 and 1914, only 30, or 1.1 per 
per cent., showed any cutaneous involvement, the distribution of 
which was as follows: Philtrum, 12 cases; pinna, 5 ;  fingers, 2; 
external malleolus, 2 ; umbilicus, groin, prepuce, anus, perineum, 
labium majus, axilla, cheek, lower lid, 1 each. 

The great majority of these were severe cases, two of which, as 
examples of multiple and unusual localisations of diphtheria, I have 
recorded at  length elsewhere (12). 

Similar figures are given by Adler (1), who states that only 
23 cases of diphtheria of the skin, or 1.04 per cent., occurred 
among 2217 diphtheria patients treated at St. Anne’s Hospital, 
Vienna, from 1894 to 1902. 

In all my previous cases the cutaneous lesions were coexistent with 
the angina, and presented typical diphtheritic membrane. 

The present case is the first I have seen in which cutaneous 
diphtheria first developed after the throat had become clean. There 
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was, in fact, an interval of more than three weeks between the dis- 
appeamnce of the faucial membrane and the onset of the skin 
affection. 

This is all the more remarkable as the child, in accordance with 
the practice prevalent in most of the Metropolitan Asylums Board 
hospitals, had been treated with enormous doses of antitoxin, and is 
an illustration of the fact that ordinary anti-diphtheric serum 
possesses little or no bactericidal power. 

The question arises as to whether the whitlows were diphtheritic 
from the first, or whether the presence of the diphtheria bacilli was 
due to a secondary infection. As no culture was made until the 
lesions had been in existence for two and a half months a definite 
answer cannot be given. 

I was at  first inclined to regard the presence of the diphtheria 
bacilli as a superadded infection, especially as at no time was there 
any  trace of diphtheritic membrane. 

A study of the literature, however, has induced me to support the 
opposite view. Several cases have been reported, e. g .  by Cross (2), 
Seitz (13), Hau (8, 9), Garratt (6), Eddowes (Q, and Dawson (3), in 
which cutaneous diphtheria was bullous from the first. 

Hau (8), of Lyons, who was the first to describe diphtheritic 
whitlow under the term “ panaris diphtArique,’’ drew attention to  
the absence of typical diphtheritic membrane in many of his cases, 
and states that the lesions resembled those produced by a blister, and 
Knowles and Frescoln (lo), in a recent article on cutaneous diph- 
theria, speak of a special bullous type of diphtheria of the skin. 

The polymorphous character of cutaneous diphtheria has also been 
illustrated by de Verbizier (16) in an article on pyodermia due to 
diphtheria bacilli. 

There is no doubt in my mind that, whether the diphtheritic infec- 
tion of the whitlows was primary or secondary, the Klebs-Loeffler 
bacillus played an important part in the persistence of the lesions, as 
shown by their rapid healing after injection of antitoxin. 

The obstinate and misleading nature of the lesions, and the readi- 
ness with which they yielded to  specific treatment, find a parallel in 
cases of digital chancres, which are not infrequently mistaken for 
ordinary whitlows. 

A similar instructive case, which also shows how those familiar with 
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.diphtheria may be slow in recognising a diphtheritic lesion of the 
finger, has been recently recorded by Dr. F. E. Tylecote (15). When 
residwt in a fever hospital one of his colleagues had a troublesome 
onychia which refused to  heal in spite of antiseptic and cauterising 
treatment extending over some weeks. Like my patient he had 
no temperature, but “ looked toxic and complained of feeling run 
down.” 

Cultures of the discharge gave a pure growth of Klebs-Loeffler 
bacilli ; 4000 units of antitoxin were given, and in about five days the 
local condition had healed, while he rapidly gained his strength, 
without any subsequent paralysis. 

It is probable that many of the cases of obstiuate whitlow occurring 
in hospital residents and nurses are diphtheritic in origin. 

Doctors may become infected during performance of an autopsy or  
intubation, as in cases reported by Hau (8, 9) and Emge (5 ) ,  while 
iiurses are liable to be bitten while cleaning the mouths of their 
patients. 

The nurse in charge of the present case reminded me that I had 
treated her some years previously for a troublesome whitlow which 
she had contracted while on duty in a diphtheria ward. I n  spite of 
various local applications i t  had persisted for several months, but the 
absence of any membrane had prevented my taking a culture. 

The loss of tissue was less than in the boy’s case, and no deformity 
or any sequelae, nervous or otherwise, resulted, but on retrospective 
consideration it seems probable that her whitlow was also due to the 
diphtheria bacillus. 

The chronicity of unrecognised cutaneous diphtheria has been 
noted by several observers, the most remarkable example being that 
published by Slater (14), in which the lesions, resembling a generalised 
herpes, persisted for threo years, but rapidly healed after injection of 
antitoxin. 

The neurological aspects of my case will be discussed a t  length 
elsewhere, but i t  is worth noting that no nervous sequelae resulted 
such as were recorded in the pre-antitoxin era by Paterson (11) and 
Guthrie (7) following diphtheritic lesions of the fingers without 
faucial involvement. 
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A NEW TEST FOR SYPHILIS (THE EMULSOID- 
GELATION, OR THE “GEL” TEST).* 

BY J. E. R. McDONAGH, F.R.C.S. 

THE “ gel ” tests, as I have called them for short, since the change 
observed is the conversion of the emulsoid particles, which form the 
internal phase of the serum, into gel particles, give more accurate 
results than can be obtained with the Wassermann reaction. In  
the first place, it is easy to distinguish one syphilitic serum from 
another, i. e.  a serum withdrawn in the early stages of the disease 
gives a different reading to one in the late stages. Secondly, the 
influence of treatment upon the solid particles or the protective 
substances in the serum can be better gauged. Thirdly, paradoxical 
results are not ohtained, results which are too often met with in the 
non-specific complement-fixation test, especially with sera from 
patients who have recently been treated. Fourthly, a positive reaction 
is never obtained with a normal serum, provided it has not been kept 

;* At first I thought the colloidal transformation was emulsoid-suepensoid, but 
since I have discovered that the precipitate is soluble in water, the change must 
be one of gelation. 


